Introduction
Sheehan syndrome is a pituitary and adrenal insufficiency due to postpartum hemorrhage and hypovolemia. It is rarely seen without massive bleeding or after normal birth. The main mechanism is the development of necrosis in the anterior pituitary as a result of decreased blood volume.
The frequency of this syndrome decreases worldwide. Although it is a rare cause of hypopituitarism in developed countries due to developments in obstetric treatments, it is one of the common causes of hypopituitarism in developing countries and underdeveloped countries (1) .
Patients may apply to health care facilities with various signs and symptoms ranging from coma to nonspecific symptoms. The diagnosis may be missed due to the slow development of Sheehan syndrome.
Sheehan syndrome is one of the causes of secondary Empty Sella Syndrome. Empty Sella Syndrome is a variable level of pituitary insufficiency resulting from subarachnoid herniation into the Sella Tursica associated with stretching the pituitary stem and flattening the pituitary gland towards the sellar base (2) .
The etiology of Empty Sella Syndrome may be primary or secondary. Secondary Empty Sella Syndrome may occur due to pituitary adenomas, infection, autoimmunity, trauma, radiotherapy, drugs and surgery (3, 4) .
In this case, Sheehan's syndrome, which developed slowly after years of postpartum hemorrhage and diagnosed after years, and Shögren's Syndrome with nonspecific symptoms such as anemia, dry skin, dry mouth, dry eye, fatigue, fatigue will be presented.
Case
A 63-year-old female patient; She presented to our outpatient clinic with fatigue, diffuse muscle pain, dry mouth, nausea and vomiting. In her medical history, it was learned that she had no known chronic disease except Alzheimer's disease and that she did not use any regular medication. It was also learned that the patient's last birth was 27 years ago, she had bleeding during childbirth and was unable to breastfeed her child. On physical examination: skin was pale and dry, other system examinations were normal. She was diagnosed with Sheehan Syndrome and Sjogren's, although Empty Sella was observed as a result of cranial MRI and there was no TSH response to low st4, low IgG1 for age and low FSH and LH despite postmenopausal period.
The patient was started on methylprednisolone 5mg tb 2x1 + hydroxychloroquine tb 2x1 for Sjogren Syndrome and then levothyroxine sodium 25 mcg tb 1x1 was added to the treatment. Control biochemistry: Na: 141, and nausea, vomiting, fatigue and fatigue had been decreased during follow-up.
Discussion
TSH levels may be normal or high in Sheehan syndrome. The pulsality of TSH secretion is impaired and begins to be secreted in a tonic manner. Its biological activity decreases. Decreased TSH response to TRH stimulation had been taken (5, 6) . Lactation insufficiency or difficulty may be the first common symptom. Many women may describe postpartum amenorrhea. Hyponatremia may occur. Hypothyroidism can cause hyponatremia by reducing free water clearance, reducing free water clearance independent of glucocorticoid insufficiency vasopressin, and hypopituitarism itself stimulating vasopressin secretion and inducing inappropriate antidiuretic hormone (ADH) secretion (7) .
In Sheehan Syndrome, normostatic normochromic anemia and sometimes pancytopenia and hematological abnormalities are common (8, 9) . Anemia is believed to be caused by a lack of anterior pituitary hormones or the absence of unspecified factors normally secreted from the pituitary. Pancytopenia is associated with hypocellular bone marrow. Glucocorticoid replacement was more important than thyroxine replacement to restore pancytopenia in these patients who had complete recovery with treatment.
The aim of treatment in Sheehan syndrome is to replace the insufficient hormones. Treatment includes first hydrocortisone followed by thyroid hormone replacement and estrogen-progestron or estrogen replacement depending on the presence or absence of uterus. Since thyroxine treatment can exacerbate glucocorticoid insufficiency and induce adrenal crisis, hydrocortisone replacement is primarily performed.
Conclusion
In our case, Sheehan syndrome had a slow development, was subclinical, triggered by intervening Sjogren syndrome, had anemia, initially had severe hyponatremia, diffuse muscle pain and weakness and did not respond to sodium replacement and responded to hormone replacement (hydrocortisone).
